Abstract Attempts to document changing HIV incidence rates among MSM are compromised by issues of generalizability and statistical power. To address these issues, this paper reports annualized mean HIV incidence rates from the entire published incidence literature on MSM from Europe, North America and Australia for the period [1995][1996][1997][1998][1999][2000][2001][2002][2003][2004][2005]. Publications that met the entry criteria were coded for region of the world, sampling method and year of study. From these reports, we calculated a mean incidence rate with confidence intervals for these variables. Although no differences in mean incidence rates were found for MSM from 1995 to 2005, HIV incidence rates are lower in Australia than either North America or Europe. We calculated a mean incidence rate of 2.39% for MSM in the United States, which if sustained within a cohort of MSM, would yield HIV prevalence rate of approximately 40% at age 40. These extrapolations overlap published HIV prevalence rates for MSM younger than age 40 in the United States. HIV incidence rates in the 2-3% range will adversely affect the health of gay male communities for decades to come. This analysis suggests that greater attention should be devoted to the question of how best to design prevention interventions that will lower HIV incidence rates among gay men.
Introduction
The question that dominates current discussions of HIV incidence among men who have sex with men (MSM) is whether rates of new infections are rising (e.g. Jaffe et al. 2007; New York Times 2008) . The concerns raised by the possibility that HIV incidence rates may be rising among MSM are certainly appropriate, since incidence provides an estimate of the rate at which a disease is spreading in a population and so the public health attention that should be devoted to that disease. Furthermore, HIV incidence provides a biologically-based estimate of AIDS risk, thereby avoiding the biases associated with other approaches to measuring epidemiological trends, such as self-reported behavioral measures of sexual risk taking. Thus, if HIV incidence rates are indeed rising among gay men, efforts to increase the effectiveness of current HIV prevention efforts should be attempted.
The attention devoted to the question of whether incidence rates are rising among MSM has been driven by ongoing reports of rising rates of widely used proxy markers for risk of HIV transmission, such as increasing rates of high risk sexual activity (e.g. Osmond et al. 2007) and sexually transmitted disease outbreaks among MSM (e.g. CDC 2006). On occasion, reports indicating heightened rates of positive test results for HIV antibody among MSM (e.g. Macdonald et al. 2004 ) and even reports of rising HIV incidence rates among MSM appear in the literature (e.g. Calzavara et al. 2002) . Increases in any one of these measures could reasonably be interpreted to suggest that HIV incidence itself is rising, which, if true, would adversely affect health in MSM communities for decades to come.
The public health attention devoted to the question of whether HIV incidence rates are rising among MSM, and the tendency to rely on proxy markers for HIV incidence trends, highlights two important properties of the attempt to use HIV incidence to predict AIDS epidemiological trends among MSM. The first of these is that biological test data measuring HIV incidence within population-based samples are among the most valid measures of AIDS epidemiological trends available to us. The second is that incidence data that meet these methodological criteria are very difficult and expensive to generate, and this is especially true for MSM populations. However, incidence estimates from a single study may be biased because they are generated from non-representative samples of MSM or from cohort studies in which study procedures may have lowered risk taking behaviors and, by extension, seroconversion rates. Furthermore, given sample size issues, most HIV incidence estimates generated from MSM samples have large confidence intervals, thereby making it difficult to demonstrate increases or decreases in incidence rates over time. Combined, these methodological problems generally make it difficult to argue that any one stand-alone estimate of HIV incidence is a rigorous measure of epidemiological trends among the broad range of MSM communities.
Therefore, the goal of this paper will be to review the literature on HIV incidence among MSM in Western industrialized countries since 1995, or the period from the dawning of the period that saw the widespread utilization of HAART medications until 2006 for the purpose of providing a mean estimate of HIV incidence within this population. By providing a mean estimate of HIV incidence from the entire published literature on MSM, many of the interpretational problems associated with a single stand-alone incidence estimate can be avoided. From this literature we calculate overall incidence estimates for MSM in industrialized countries. Second, using data from the United States, we provide an extrapolation of what mean incidence estimates will yield in terms of prevalence over time within a new cohort of American MSM who are now 20 years of age. Finally, we compare these projections to current prevalence rates among MSM younger than 40 years of age (i.e. men aged less than 15 years of age when AIDS was first discovered and who have lived most of their adult lives within the background mean incidence rates described in this paper). We end this paper with recommendations for the use of HIV incidence data to improve AIDS prevention practice among MSM.
Methods

Search Procedures
We conducted two independent searches of the literature describing HIV incidence among MSM in the United States and Canada, Western Europe and Australia and New Zealand. To conduct each search we used four computerized search engines (Google Scholar, Pub Med, Index Medicus and Ovid) using the search terms MSM, gay men, HIV incidence, AIDS incidence and all combinations of these terms. Reference lists of papers that fell in the scope of the search were searched for relevant candidate publications to include in this analysis. We also contacted investigators in the United States and Canada, Western Europe and Australia and New Zealand to ask if unpublished incidence estimates existed in their geographic region of the world, and if so, to allow us to report these estimates as part of this analysis. Candidate publications identified by the two independent literature searches were compared and a final list of papers that fit the scope of the literature search was defined.
Inclusion/Exclusion Criteria
The entry criteria for the search included publications describing HIV incidence data among MSM populations from 1995 to 2005 in Western Europe, North America or Australia/New Zealand. Publications could also describe incidence rates among non-MSM populations, but needed to include an estimate of incidence among MSM in that report to be included in the list of papers summarized in this analysis. Some reports described incidence estimates for both prior to and after 1995 (Buchbinder et al. 1996; Calzavara et al. 2002; CDC 2001; del Romero et al. 2001; Dukers et al. 2007; Giuliani et al. 2005; Hurtado et al. 2007; Scheer et al. 1999; SMASH 1999; Suligoi et al. 1999; Weinstock et al. 1998 Weinstock et al. , 2002 . Reports for which most of the incidence data appear to have been collected after 1995 were included in this review (CDC 2001; del Romero et al. 2001; Hurtado et al. 2007; SMASH 1999; Suligoi et al. 1999) ; reports for which the majority of the incidence data appear to have been collected prior to 1995 were excluded (Buchbinder et al. 1996; Dukers et al. 2007; Scheer et al. 1999; Weinstock et al. 1998 Weinstock et al. , 2002 .
Our search of the literature was guided by the need to identify annual estimates of HIV incidence with sample sizes that would permit the calculation of mean incidence rates and confidence intervals for these estimates. Publications resulting from studies that were designed to examine the effect of an important co-factor for incident HIV infections such as a concurrent STI infection were excluded from the literature (e.g. CDC 2004; Taylor et al. 2005) . Also excluded were studies that used HIV incidence measures to determine the effects of HIV prevention interventions (e.g. Bartholow et al. 2006; The Explore Study Team 2004; Koblin et al. 2006 ) since these interventions may have influenced HIV seroincidence estimates within the studied cohorts. Finally, 12 other papers were excluded because the authors did not report sample size per year or an annualized incidence rate (Calzavara et al. 2002; Craib et al. 2000; Dufour et al. 1998; Giuliani et al. 2005; Hogg et al. 2001; Mackellar et al. 2006; Major et al. 1998; Public Health-Seattle & King County 2005; Remis et al. 2002; Strathdee et al. 2000; van der Snoek et al. 2006; Weinstock et al. 2002) .
Although we are using the phrase ''MSM'', or men who have sex with men, to describe the findings of this analysis, the data collected within the broader literature appear to have been drawn from a wide range of men with varying social identities related to their sexual and/or relationship practices with other men. We are using the term MSM for this analysis as it is the most inclusive term to describe this population and do not mean to imply that the men who participated in the body of research described in this paper would necessarily identify as ''MSM''. Most of the participants in the studies reported here would probably identify as gay men. This review excluded incidence estimates for transgender populations (e.g. Kellogg et al. 2001a ) as well as estimates based on samples of MSM injection drug users (e.g. Kral et al. 2003) .
HIV incidence was detected in three ways within this literature and all methods were included in this review (see Branson 2007 for an overview of HIV testing methods). The first of these methods relies on longitudinal test/retest methods using standard EIA/Western Blot assays to test for HIV antibody. The second method of incidence ascertainment was through use of the STARHS assay, which can be used to generate HIV incidence rates within samples of individuals who are undergoing HIV testing either in crosssectional surveys or voluntary counseling and testing sites (Janssen et al. 1998) . The third method used to determine recent HIV infection, and serve as the basis of HIV incidence estimates, was through use of nucleic acid amplification screening (Pilcher et al. 2005) .
Papers were screened to exclude multiple reporting of HIV incidence rates. Buchbinder et al. (2005) and Seage et al. (2001) report the same seroincidence estimates for MSM in the HIVNET study; only the Buchbinder et al. (2005) paper was included in the analysis reported here. Because the literature reporting HIV incidence rates at testing sites in San Francisco is complex due to partially overlapping study populations and changes in methodology over time, one of the co-authors of this paper (WM) conducted a separate analysis to provide unified HIV incidence rate estimates in San Francisco by year and sampling frame with confidence intervals as a personal communication to supersede the published literature summarizing incidence estimates on MSM at anonymous testing sites and the STD clinics in that city so far CDC 2004; Fernyak et al. 2002; Katz et al. 2002; Kellogg et al. 2001b; McFarland et al. 1997 McFarland et al. , 1999 Schwarcz et al. 2001; Truong et al. 2006) . These estimates are given in Table 1 .
Approach to the Data Analysis
Overall and within each subgroup (i.e. community, based, HIV test site, STD treatment samples or across regions), unweighted average incidence rates were estimated. To account for the different sizes of the individual studies, weighted average incidence rates were calculated overall and within each subgroup using a fixed-effects model (van den Noortgate and Onghena 2005). As a measure of precision of the weighted average incidence rates, 95% confidence intervals were calculated.
From each of the individual publications we coded several characteristics of specific incidence estimates among MSM populations. Among these were the year of each incidence estimate, the continent (i.e. North America, Europe and Australia/New Zealand) from which the data were generated, the type of incidence approach used to generate the estimate, the sampling method used to recruit MSM for incidence testing (i.e. community-based samples, samples from HIV testing centers or STI clinic samples). Comparisons were made across these stratifying variables to test for differences in HIV incidence.
Using the mean seroincidence rate calculated from the US community-based literature, we projected expected prevalence rates with a conceptual closed cohort of young MSM, emphasizing expected HIV prevalence rates to the age of 40. The cohort of men would be closed in the epidemiological sense only (i.e. a defined cohort whose n is set through time) and would have normal contact within the broader gay communities. If P n is prevalence at age n, I n is incidence at age n, MR n is the general age-specific mortality rate at age n, HIVMR n is the age-specific HIV mortality rate at age n, and CR n is the disease remission rate at age n, HIV prevalence at age n ? 1, P n?1, can be calculated stepwise by using the formula
Under the assumptions that HIV incidence (I n ) is constant to age 40, that there is no HIV disease remission (i.e. CR n = 0) and that both general mortality rates (MR n ) and HIV-specific mortality rates (HIVMR n ) are negligible in this age group in the HAART era relative to P n , the formula reduces to
We will address limitations of these simplifications in the ''Discussion''.
In theory, the prevalence at any age should be corrected by additional terms that adjust for background age-specific mortality rates as well as mortality rates for HIV, and the incidence rate itself should be adjusted with the assumption that sexual activity decreases over the lifespan. In practice, these adjustments changed the model very little prior to age 60, certainly staying within the calculated confidence limits. It should be noted that this model gives the prevalence of the total burden of HIV-related disease (i.e. from HIV infection through death), which even in an era of widespread HAART medication use is likely to contain some proportion of men who are suffering the effects of HIV morbidity or who are already deceased within an age cohort. As such the prevalence extrapolations reported here might be expected to be somewhat higher than prevalence rates generated from community-based samples, since sick or deceased men would be less likely to be sampled within such venues than would healthy men who remain in the cohort. Table 1 summarizes the main findings of the publications and estimates contributed via personal communications identified in the literature search by research design characteristics, continent of country where the study was conducted, year(s) in which the incidence data were collected, incidence rates and 95% confidence intervals for these rates, if reported. Twenty-four separate studies reporting incidence estimates from Europe, North America or Australia from 1995 to 2005 are described in Table 1 . Many of these papers report incidence estimates for multiple years within MSM samples, thus these studies as a group give 89 annualized estimates for incidence of HIV infection within MSM communities in industrialized countries. Incidence rates with confidence intervals were given for 78 annualized estimates in these reports. Estimates of the mean incidence rates from the literature given in this paper were restricted to those reports that also gave confidence intervals.
Results
What are the Recent Incidence Rates Among MSM Residents of Industrialized Nations?
We calculated mean incidence estimates with confidence by type of testing site, by continent, and by calendar year from the reported literature. These estimates are given in Table 2 , and yielded a combined overall weighted incidence estimate among MSM of 2.5% per year. Statistically significant differences were determined by examining whether confidence intervals for these estimates overlapped. Notably, we found differences across these stratifications by type of HIV testing site and continent, as well as differences by testing sites within North America and Europe. No differences were found to exist by calendar year. These findings can be interpreted to mean that community-based samples yielded lower HIV incidence rates than those found in STD clinic samples. These general findings were reproduced in both the European and North American sub-analyses. European HIV test site samples yielded lower incidence rates than did European STD clinic samples and North American community-based and HIV clinic samples yielded lower HIV incidence rates than those estimated for North American STD clinic samples. Finally, while this literature does provides evidence to demonstrate that HIV incidence rates are lower in Australia than in Europe or the United States, the literature as a whole does not support assertions that HIV incidence rates are rising or falling among MSM from 1995 to 2005.
Although not given separately in Table 2 , the mean weighted incidence rates for studies from the United States were 2.39 (95% CI, 2.16, 2.62) for community based studies, 2.45 (95% CI, 2.09, 2.81) for HIV alternative test site studies and 3.84 (95% CI, 3.17, 4.52) for STI treatment clinic studies.
Given These Incidence Rates, What Will the Prevalence of HIV Infection be Over Time Within New Cohorts of Urban MSM?
We next turned to the question of what these incidence estimates would yield, if sustained over time, in terms of HIV prevalence across the life course within a new cohort of young gay men just entering their adult years. The prevalence extrapolations are presented here only as a thought experiment to help illustrate what current incidence rates reported for gay men might yield over time so that the potential implications of these incidence rates can be better interpreted. The model that we are using is purposively simple, since many of the estimates that might be used in a more sophisticated model (i.e. incidence rates across age grades and cohorts, across all ethnic groups, for men with varying levels of sexual mixing) are not currently available in the literature. Nonetheless, the very crude prevalence extrapolations presented here may provide some guide as to what prevalence levels may result given current HIV incidence rates reported in the published epidemiological literature.
The prevalence extrapolations are described for the United States case only since they can be compared to a report from the CDC giving estimates for HIV prevalence rates derived from a large-scale, community-based sample of MSM (i.e. CDC 2005) . An extrapolation for African American MSM will also be given to show how expected rates of HIV infection might differ among a group of men at very high vulnerability to HIV infection.
Consistently conservative measures of HIV incidence and prevalence at age 20 were used to estimate the HIV prevalence rates that might be expected in a new cohort of young MSM in the United States. That is, the communitybased estimate of HIV incidence was used for MSM in the United States (i.e. 2.39%) as opposed to higher incidence estimates generated through HIV test site or STD clinic based samples. HIV incidence for African American MSM was based on the lower of two separate seroincidence estimates published by the CDC for African American MSM (i.e. 4.0% CDC 2001). To estimate prevalence estimates for the general population of MSM in the United States, we assumed a 0% prevalence rate at age 18 among MSM, and 2.39% incidence per year until age 20, yielding an HIV prevalence rate just under 5% at age 20. This estimate is probably at the low end of the range that might Table 3 shows that using these prevalence and incidence estimates within a cohort of young men now 20 years of age, the total burden of HIV disease would be estimated to be 25.4% by the time that they reach the age of 30 (95% CI 23.6, 27.1%), 41.4% at age 40 (95% CI 38.6, 44.1%) and 54.0% at age 50 (95% CI 50.6, 57.1%). To provide a similar projection for African American men, we also assumed a 0% HIV prevalence rate at age 18, but used an annual incidence rate of 4% to yield expected prevalence estimates for HIV disease burden across the life span. Among African American MSM the model predicts that 7.8% of African American MSM will be HIV positive by age 20, 38.7% at age 30 and 59.3% by age 40.
To What Extent do These Projections of HIV Prevalence Within a Cohort Over Time Match HIV Seroprevalence Estimates for MSM Under the Age of 40?
We then turned to the question of whether these HIV disease prevalence illustrative extrapolations are comparable to current seroprevalence estimates among MSM in the United States by comparing our prevalence extrapolations to recent measures of HIV prevalence among MSM. We restricted these comparisons to men under the age of 40, as these men would have been, by definition, younger than 15 when the AIDS epidemic was first discovered some 25 years ago. Thus, these men are unlikely to have been HIV infected before the discovery of the AIDS epidemic, would have lived the majority of their adult lives within the background seroincidence context described in this paper, and are unlikely to have suffered substantial HIV-related mortality experienced by the generations of MSM older than 40. Again, we used the largest current data set reporting HIV seroprevalence rates by age among MSM currently available in the United States (CDC 2005) to make comparisons with the seroprevalence extrapolations reported in Table 3 . CDC (2005) reports that the prevalence of HIV infection among MSM aged 18-24 is 14%; from 25 to 29 the prevalence of HIV infection is 17%; from 30 to 39 the prevalence of HIV infection is 29%. Figure 1 shows that the estimates and confidence intervals for the HIV disease prevalence extrapolations estimated in this paper overlap the prevalence estimates reported by the CDC for MSM between the ages of 25 and 40. This finding can be interpreted to mean that the projections reported in this paper describe reasonably well the course of the AIDS epidemic as it is currently being experienced by MSM in the United States under the age of 40.
Discussion
The current question that dominates discussions of HIV incidence among MSM is whether infection rates are rising. This analysis suggests that a more useful discussion might be to estimate what current incidence rates will yield over time, and then to begin the discussion to define how best to lower HIV incidence rates among gay men. This analysis found that HIV incidence rates did not significantly increase or decrease among MSM during the decade from 1995 to 2006. However, at a 2.39% annual incidence rate within a cohort of young men uninfected at age 18, approximately 41% of these men would be HIV seropositive by age 40. These estimated prevalence rates should give us pause, as they are higher than those reported for sub-Saharan countries generally acknowledged to be in the grip of an AIDS crisis so severe that an unprecedented level of internationally-based public health assistance has been given to control the epidemic in these countries (UNAIDS 2007) . Perhaps even more sobering, a projected HIV prevalence rate of 41% at age 40 is not much lower than the prevalence rate reported for the household-based San Francisco Men's Health study in 1984, prior to the fielding of any formal AIDS prevention work among gay men in that city (48.5% within a sample of men aged 25-54, Winkelstein et al. 1987) .
The projections reported here-and those estimated earlier in the AIDS epidemic (Hoover et al. 1991 )-suggest that incidence estimates in the 2-3% range will adversely affect the health of gay male communities for decades to come. The stability of HIV incidence rates from 1995 to 2005 suggests that very high prevalence rates of HIV are being reproduced across new generations of gay men, and that conclusion is almost certainly true among African American MSM. Furthermore, the mean incidence estimates calculated for the United States are based on data collected in many different American cities, which suggests that the incidence estimates described here reflect a widespread epidemiological phenomenon, at least within urban settings. Finally, comparisons of the HIV seroprevalence projections reported in this analysis with MSM currently under the age of 40 suggest that this analysis should not be regarded as one that is only predicting events that may happen at some point in the future. We are describing phenomena that are currently unfolding around us. Thus, this analysis suggests that in terms our effectiveness in the fight against AIDS among MSM in the United States, we are currently running in place.
This analysis has several important limitations that should be acknowledged. First, it is based on a review of published incidence estimates for MSM in industrialized ''Western'' countries and cannot be generalized to MSM who reside in developing world settings. Nor can these estimates be back-generalized to any one city. To the extent that all incidence rates for MSM have not been published, or that there is a differential interest in publishing elevated incidence rates, the mean incidence estimates reported in this analysis would be biased. We could find no evidence to suggest that any country had designed a surveillance system to yield representative national incidence estimates for MSM from the period from 1995 to 2006. Rather, the reporting of seroincidence estimates in this literature seems to be heavily weighted towards the reporting of data from very large cities. To the extent that the literature omits the reporting of seroincidence estimates for rural, suburban or MSM residents of secondary urban centers, the incidence estimates reported in this literature are likely to be biased. Since all of the incidence estimates reported in this literature are for populations of urban MSM, these findings should not be generalized to rural or suburban MSM populations.
The projections reported in this analysis were presented only as illustrations of what current HIV incidence rates would yield over time, and are subject to a set of limitations of their own. First, these assumptions are based on the assumption that the background HIV incidence rate for cohorts of MSM is stable from youth to age 40. However, to the extent that MSM move from low incidence to higher incidence contexts (i.e. from rural to urban settings) or the reverse (from urban to rural settings) as they age, this assumption is likely to be flawed. Similarly, if levels of risk-taking change across the life course (with, say, younger men being at higher risk), these projections could be biased. However, it should also be noted that we re-ran the prevalence projections under assumptions of higher incidence rates among men in their 20s and lower in their 30s and 40s, but yielded comparable prevalence estimates by age 40 to those presented in this paper (see also Hoover et al. 1991) . Specifically, we modified the extrapolation presented here assuming that men would have 1/3 higher incidence of HIV in before the age of 30 than they do in their thirties, and 1/3 lower incidence of HIV after the age of 40. This modification yielded estimated point prevalence of HIV of 32.2% at age 30, 46.7% at age 40, and 53.9% at age 50. At no point during the ages of interest addressed in this study (ages 20-40) was the modified point prevalence less than the upper confidence interval reported for the extrapolation that assumed a constant incidence rate from age 20 to 40.
Finally, it should be pointed out that the prevalence extrapolations reported here are for the total burden of HIV disease, including mortality. Thus, the extrapolations reported here are likely to be higher than prevalence rates generated through cross-sectional venue-based sampling of MSM (e.g. CDC 2005), as cross-sectional venue-based sampling would not be the method of choice to sample deceased (by definition) or infirm men. Any one of the possible biases noted above-or a combination of these biases operating in tandem-is likely to bias the prevalence or incidence estimates reported in this paper in unknown ways. That said, the comparison of HIV prevalence projections with actual rates published for American MSM lends some confidence that these projections are reasonably accurate, at least for the case of gay male residents of large urban centers in the United States.
This analysis highlights the importance of finding ways to lower incidence rates among MSM to levels beneath those that could be expected to reproduce the AIDS epidemic across age cohorts. Many recommendations to improve AIDS prevention efforts among MSM have already been suggested in the literature. A limited number of recommendations that can be based directly on this analysis will be mentioned here. Certainly a first step would include significant improvement in the quality of HIV prevention programs among MSM. The analysis presented in this paper has emphasized the implications of the fact that the period of seroconversion risk for sexuallyactive MSM can extend for decades across the life course. As it is unlikely that the risks for HIV transmission are driven by the same mix of factors for men in their 20s, 30s, 40s, 50s and later, developing age-appropriate AIDS prevention strategies for men across the life course may work to improve HIV prevention practice for this population. Ensuring that these programs have the policy and funding support necessary to achieve the goal of lowering HIV incidence rates among gay men would also be an important step forward. Both of these needs are especially important among MSM sub-populations that are characterized by very high HIV incidence rates, such as African American MSM and substance abusing MSM.
Additional thought also needs to be devoted to how HIV surveillance programs might be better used to support the goal of lowering HIV incidence rates among gay men. Such progress could be made through the design of surveillance programs that would yield representative prevalence and incidence data for MSM communities not only for cross-sectional samples, but also across time. The many sources by which published incidence rates for MSM might be biased have been reviewed above. To the extent that these published rates can be demonstrated to be biased, additional evidence is provided for the need to construct surveillance systems that provide accurate measures of HIV incidence rates among gay men to guide prevention efforts. In addition, design of a surveillance system that could be used to generate data about the characteristics of men who have recently seroconverted would yield important data that might be used to inform, and improve, current HIV prevention practice among MSM. By studying the characteristics of MSM who become newly infected with HIV it should be possible to identify not only the characteristics of men most vulnerable to infection, but also the social and environmental contexts and sexual strategies that are associated with highest risk of HIV transmission. These analyses could be used to adapt HIV prevention practice to reach men at greatest actual risk of HIV infection and to address the individual characteristics, social contexts and sexual strategies associated with greatest vulnerability to HIV infection. In this manner, a well-designed HIV seroprevalence system might be used to not only generate estimates of HIV prevalence and incidence, but also to provide important guidance towards ending ongoing HIV infections among MSM.
It may seem highly optimistic to end this paper with recommendations on how to improve HIV prevention practice for MSM, as substantial energy and resources within the gay male community and non-governmental and governmental public health organizations have already been devoted to meet this goal over the past 25 years. Some observers may conclude that efforts to prevent HIV transmission among MSM are unlikely to yield important public health outcomes and are, in the end, a waste of time and effort. While it is possible to argue for a position that supports HIV prevention nihilism, such arguments cannot be supported using the incidence data reported in this paper. Under the same approach underlying the prevalence projections generated for the United States (i.e. assuming a prevalence rate of 0% within a cohort of MSM aged 20) and using the weighted incidence estimate for communitybased samples of Australian MSM (1%), prevalence rates for HIV infection among Australian MSM would be 2% (95% CI 1.3, 2.6) at age 20, 11.4% (95% CI 7.9%, 14.8) at age 30 and 19.5% (95% CI 13.9, 25.5) at age 40. In short, expected HIV prevalence rates in the Australian case are roughly half those calculated for US MSM by age 40. While such facile comparisons ignore important contextual variables that can drive HIV epidemics at different rates across societies, this difference is so stark that it raises the question of whether it is possible to construct HIV prevention programming and policy to yield far more successful results among gay male communities than have been obtained to date in the United States. Thus, given the very high stakes of the fight against AIDS among MSM, arguments in favor of HIV prevention nihilism should have little attraction in comparison to invitations to help find ways to improve prevention efforts so that the AIDS epidemic will no longer be reproduced across generations of gay men.
